Anastomosis
Mr A York Mason (St Helier Hospital, Carshalton, Surrey) Trans-sphincteric Exposure for Low Rectal Anastomosis [Abstract] Because of the difficulty of trans-abdominal anastomosis after resection of growths situated in the lower two-thirds of the rectum, and to avoid a permanent colostomy, a variety of 'pull-through' procedures have been tried out over the past eighty years. The main problem, particularly with the earlier techniques, has been proximal colonic necrosis, probably due to constriction of the blood supply by the intact anal sphincters. Division of the somatic sphincter complex overcomes this danger and makes it possible to carry out a really low end-to-end anastomosis with ease under direct vision. A B~~A Fig openedpelvicfloor. c, continuity is restored by end-to-end anastomosis An abdominal exposure is used to mobilize colon which is long enough to reach comfortably to the anus with a healthy circulation. The carefully-chosen site for anastomosis is marked on the colon; then the rectum, with its carcinoma, is dissected out down to the pelvic floor. The abdomen is now closed and the patient positioned for the trans-sphincteric exposure.
The somatic sphincter complex is divided, between identifying sutures, just to one side of the midline posteriorly (Mason 1970). The mobilized rectum and lower colon are drawn through the opened pelvic floor and bowel resected from the marked proximal site down to, or just above, the anorectal junction. Continuity is restored by end-to-end anastomosis, using a single layer of interrupted vertical mattress sutures of catgut. These stages are illustrated in Fig 1. The somatic sphincter is closed accurately with a series of interrupted catgut sutures.
From experience over the past twelve years of dividing both sphincters in more than 80 patients, I know that they heal well and the patient will be left with normal defecation and complete anal continence. I have used the combined procedure in a much smaller series of cases, dividing one or both sphincters to suit the individual case, and in all these the sphincters have healed equally well and I have not experienced any significant problems with healing of the anastomosis. This two-stage operation is well tolerated, even by older, poor-risk patients. The functional results have been uniformly good when it has been possible to leave 1 cm of rectum, and happily acceptable even with colo-anal anastomosis.
For tumours with a lower edge down to 6 cm from the anal verge, this operation would seem to give adequate removal. 
